Rationale. Although misunderstandings about prognosis are common in intensive care units (ICUs), little is known about how physicians actually communicate prognostic information. Objectives. The authors sought to 1) develop a framework to describe the language physicians use to disclose prognosis, 2) determine whether physicians frame prognostic statements as estimates for populations or estimates for individual patients, and 3) determine whether physicians use the recommended ''ask-tell-ask'' approach when discussing prognosis. Methods. The authors conducted a multicenter, cross-sectional study of 51 audiotaped physician-family conferences about life support decisions in ICUs. They identified each prognostic statement and used grounded theory methods to develop a framework to understand the language physicians use to communicate prognosis. Main Results. Physicians prognosticated in 50 of 51 conferences. When discussing prognosis, physicians used qualitative probability statements in 72% (36/50) of conferences, numeric statements in 20% (10/50), absolute statements in 13% (4/32), and nonprobabilistic statements in 40% (20/50). Physicians exclusively used populationbased language in 10% (5/50) of conferences, single-event probability statements in 62% (31/50), and both in 28% (14/ 50) . In only 2% (1/50) of conferences did physicians ask whether the family wished to hear prognostic information prior to discussing it, and in only 14% of conferences (7/50) did physicians check to verify that families understood the prognostic information. Conclusions. There is considerable variability in the language used by physicians to disclose prognosis, with only 20% of physicians using quantitative terms. Very few physicians checked whether families understood prognostic information. These findings may provide potential targets for interventions to improve communication about prognosis in ICUs. Key words: intensive care units; prognostication; communication; physicians. (Med Decis Making 2010; 30:76-83) populations (e.g., ''roughly 5 out of 100 as sick as this patient do not survive the hospitalization'') rather than single-event probabilities (e.g., the patient has a 5% chance of dying). 13 In addition, because some individuals have strong cultural reasons for not wanting to receive prognostic information, 14 and because all methods of communicating prognosis are fallible, experts recommend the ''ask-tell-ask'' approach to discussing prognosis. 15, 16 Under this approach, physicians seek permission to discuss prognosis prior to doing so and ask families their understanding of the prognosis after the discussion to ensure comprehension.
Although clear communication about prognosis is an essential aspect of shared decision making for critically ill patients, 17, 18 little is known about how physicians actually communicate prognostic information. Prior reports from the study described here have described the content of communication during clinician-family conferences, 19 identified missed opportunities during the conferences, 20 and identified clinician behaviors associated with higher family satisfaction with communication. 21, 22 We previously developed a framework to describe what aspects of prognosis are discussed during deliberation about life support in ICUs. 23 However, no prior analyses from this or other studies have examined the language used to communicate about prognosis and whether physicians follow current expert recommendations for this communication. Therefore, we conducted this study to develop a framework to describe the language used by physicians to communicate prognosis to family members of critically ill patients. We also examined whether physicians follow 2 recommended approaches to communicating prognosis: 1) framing their prognostic estimates as estimates for populations and 2) using the ask-tellask approach.
METHODS

Study Design, Patients, and Setting
We conducted a multicenter cross-sectional study from August 2000 to July 2002 in 4 Seattle-area hospitals, including a county hospital, a university hospital, and 2 community hospitals. Study procedures were described previously, although no prior report has analyzed the language of communication about prognosis. 19, 21, 23, 24 Through daily contact with charge nurses, we identified eligible ICU family conferences meeting all of the following criteria: 1) occurring on weekdays, 2) including family and physicians, and 3) all participants spoke English well enough not to require the use of an interpreter. To specifically identify conferences in which there would be deliberation about major end-of-life treatment decisions, we included only conferences in which the patient's attending physician anticipated that there would be discussion of withholding or withdrawing treatment or discussing bad news. The conferences represent a consecutive sample of scheduled family conferences that occurred between 8 AM and 6 PM on weekdays. Institutional review boards at each hospital approved all procedures. Informed consent was obtained from all family members and clinicians who participated.
Qualitative Data Coding
The audiotaped conferences were transcribed verbatim by a medical transcriptionist. In a prior study, we identified each prognostic statement made by physicians during the conferences and determined what aspects of prognosis physicians discuss. 23 For the current study, we conducted an entirely distinct analysis using grounded theory methods to develop a framework to understand the types of language physicians used to discuss prognosis. We also determined whether physicians used the ask-tell-ask approach when discussing prognosis. Grounded theory is a qualitative research method often employed when conceptual frameworks for the topic under study are inadequate. 25, 26 To develop an initial draft of the coding framework, 5 investigators with diverse backgrounds (critical care, bioethics, palliative care, educational psychology, and health services research) reviewed a subset of 10 transcripts and developed a preliminary set of codes that described the language used in the family conferences. Through multiple investigator meetings and iterative analysis of 10 additional transcripts, a final coding scheme for the language of prognostication was developed. All investigators agreed on the final coding framework. For each prognostic statement about survival or functional outcomes, we also determined whether the physician stated the prognosis in terms of outcomes for populations of patients or in terms of the individual patient. We used ATLAS-ti software for qualitative data management.
Reliability of the Coding
Using the final coding framework, 1 investigator coded all conferences by listening to all 51 audiotapes and reviewing the transcripts. To assess interrater reliability, another investigator independently coded prognostic statements from 20% of the conferences. Coders were blinded to the demographic characteristics of the conference participants and to the other coder's results. Overall, the kappa statistic for identifying the language of prognostic statements was 0.90. A kappa value greater than 0.8 is considered excellent interrater reliability. 27 
RESULTS
Of 111 eligible conferences, 46% (51/111) were audiotaped. Nineteen families were not approached at the request of the physician or nurse (17) or for risk management reasons (2) . An additional 24 family members refused to speak with study personnel after reviewing the study pamphlet. Seventeen more families declined to participate after speaking with study staff. Demographic characteristics of the patients, clinicians, and family members who participated in the conferences are described in Table 1 . Twenty-seven physicians conducted a single conference, 7 conducted 2 conferences, 2 conducted 3 conferences, and 1 physician conducted 4 conferences. The in-hospital mortality rate of the patients was 80% (41/51). A total of 221 clinicians participated in the conferences. The number of clinicians present ranged from 1 to 12 with a mean of 4.3. A total of 50 nurses participated in 41 of the family conferences, 25 social workers participated in 24 of the family conferences, and 12 chaplains, priests, or nuns participated in 12 of the family conferences. A total of 227 family members participated in the conferences. The number of family members in each conference ranged from 1 to 13, with an average of 4.5. The average length of the conferences was 32 ± 14.8 minutes.
Types of Language Used to Express Prognosis
Physicians provided prognostic information in 98% of conferences (50/51). In these 50 conferences, physicians' prognostications centered on prognosis for survival in 64% (32/50) and prognosis for functional outcomes in the remaining 36% (18/50). Table 2 contains the framework developed to describe the types of language physicians use to discuss prognosis, along with examples of each type of prognostic statement. Prognostic statements fell into 2 main categories: probabilistic, which were used in 82% (41/50) of conferences, and nonprobabilistic, which were used in 40% (20/50) of conferences. We defined probabilistic statements as those that frame prognostic information in terms of the chances that a particular outcome will occur.
Probabilistic language. In 82% (41/50) of conferences, physicians used at least 1 probabilistic statement to express prognosis, including numeric probabilistic statements, qualitative probability statements, and absolute statements. Qualitative expressions were the most common type of probabilistic statement and occurred in 72% (36/50) of conferences. Statements in this category included language such as ''low likelihood of survival,'' ''probably won't survive,'' ''high risk of death,'' ''could die,'' and ''a good chance he will not survive.'' Numeric prognostic statements occurred in 20% (10/50) of conferences. For example, a physician used the following language to discuss prognosis with the family of a patient with sepsis and acute respiratory distress syndrome (ARDS):
In my experience, less than 10% of people as sick as your father survive.
Nonprobabilistic language. Physicians used nonprobabilistic language to communicate prognosis in 40% (20/50) of conferences. Within this category, there were several different types of prognostic statements ( Table 2 ). These statements ranged from very general statements about prognosis, such as ''his prognosis is poor,'' to statements in which all possible outcomes were described, but no information was given about which was more likely. Some physicians avoided probabilistic statements by couching their prognostic estimates in terms of an overall impression, such as ''my opinion is that he just won't survive this.'' Mixed statements. We observed several instances in which physicians' prognostic statements contained both probabilistic and nonprobabilistic elements, such as ''my opinion is that he has about a 20% chance of surviving.'' These statements reveal that physicians sometimes modify probabilistic prognostic statements to identify the source of the prognostic estimate (e.g., ''it's my opinion that his chances of survival are small'') or to add an element of emotional valence to what otherwise could be perceived as undue bluntness about a poor prognosis (e.g., ''I wish I had better news, but most patients as sick as him don't survive''). We also observed several instances in which physicians disclosed prognosis first with a very general prognostic statement, then followed with a more specific probabilistic statement (e.g., ''I'm afraid things don't look good. What I mean by that is that most patients in this situation don't survive''). The technique of starting a discussion about prognosis in very general terms, then proceeding to specifics, is termed perspective display by linguists 28 and ''a warning shot'' by physicians. 16, 29 
Population-Based Statements v. Single-Event Probability Statements
In 10% (5/50) of conferences, physicians used only population-based language to express prognosis. In the following example, physicians discuss In 62% of conferences (31/50), physicians did not use population-based language when discussing prognosis but instead gave an estimate for the patient at hand, known as a single-event probability, as in the following case of a patient with a large stroke:
Physician: ''I would say it is very unlikely he will survive.''
In 28% (14/50) of conferences, physicians used both population-based statements and single-event statements to convey prognosis. In these cases, physicians often provided statistical information from published research and then tailored the prognostic estimate based on patient-specific clinical information, such as in the following example concerning a patient with acute lung injury and multiple comorbidities: Physician: ''More than half of people who have only this injury to the lungs can survive. The thing that makes her chances worse is the fact that she has other underlying diseases like the lupus, the MS, the prior stroke, all those things just make it tougher to know how much again another insult like this infection, like this lung injury, will have in terms of her ability to get home.'' Statements that use numbers to convey prognosis. ''About 50% of people as sick as your father don't survive.'' Qualitative probabilities
Statements that use nonnumeric expressions of probability to convey prognosis. ''It's very likely that he won't survive.'' Absolute probabilities
Statements that convey the predicted outcome with certainty. ''He will not survive this illness.'' NONPROBABILISTIC STATEMENTS All statements that address prognosis without probabilistic language.
General statement
Statements that express prognosis in vague terms. ''In terms of survival, things don't look good.'' Best-case/worst-case scenario Statements that express the range of possible outcomes but do not specify which is more likely. ''Best-case scenario is that he survives and returns home; the worst-case scenario is that he dies after weeks in the ICU.'' Emotion based
Statements in which an emotional descriptor is used to express prognosis. ''I'm concerned that he won't survive.'' Opinion based (nonprobabilistic) Statements in which prognosis is expressed as an opinion. ''I think he will not survive.'' Uncertainty based
Statements in which prognosis is explicitly couched in uncertainty. ''I don't know whether the patient will survive.'' a. Percentages add to greater than 100% because in some conferences, physicians used more than 1 type of language to communicate prognosis within a single family conference.
Ask-Tell-Ask Approach to Communicating Prognosis
In 2% (1/50) of conferences, the physician asked family members if they wanted to hear prognostic information prior to discussing prognosis. In 14% (7/50) of conferences, physicians made an attempt to check whether families understood the prognostic information they conveyed. Six of these 7 attempts took the form of a simple question, such as ''Do you understand what we've talked about?'' In only 1 conference, the physician explicitly asked families to state their understanding of the patient's prognosis. There were no conferences in which physicians both asked whether families wanted prognostic information and, after giving such information, asked if the family understood the information.
DISCUSSION
We present a framework to describe how physicians disclose prognostic information to family members of critically ill patients. We found considerable variability in the language physicians use to disclose prognosis. Few physicians used numbers to convey the prognosis, instead opting for qualitative probability statements and/or a wide variety of nonprobabilistic statements. Physicians seldom checked whether family members wanted to discuss prognosis or whether they understood the prognostic information provided.
Physicians in our study frequently used nonstandard language to communicate prognostic information. Prior research has focused on only 2 types of language for risk communication in medicine: numeric expressions and qualitative probability expressions. Published studies yield conflicting results on whether physicians agree on the meaning of common qualitative probability statements. 30, 31 Patients' interpretations of these types of statements vary substantially, leading some investigators to conclude that qualitative probability statements should not be used in the clinical encounter. 10, 11 Few physicians in our study used numeric terms to express prognosis. This finding contrasts with reports from prior studies that demonstrate that physicians use probabilistic thinking about prognosis in critically ill patients 32 and readily formulate numeric prognostic estimates for critically ill patients. 5, 33, 34 These numeric prognostic estimates are as accurate 33 or more accurate 5, 34 in predicting survival than severity of illness scoring systems. Studies from other clinical contexts suggest that numeric expressions of risk are acceptable to most, but not all, patients. 11, 35 Moreover, a recent randomized trial revealed that patients who received numeric risk information had a better understanding of their risk and felt more informed about subsequent treatment decisions compared with patients who received qualitative risk information. 36 Risk communication experts suggest that physicians communicate their numeric estimates in natural frequencies with balanced framing (e.g., ''If there were 100 patients in your mother's condition, roughly 90 would not survive and 10 would survive''). 9, 37 Why, then, do physicians in ICUs rarely communicate about prognosis in quantitative terms? We speculate that there may be multiple factors at play, including physicians' uncertainty about their prognostic estimates despite available scoring systems and outcome studies, 2 a lack of training about communicating prognosis, 9 and an overall reluctance among physicians to predict the future. 1, 2 A surprising finding from our study is the frequent use of nonprobabilistic statements by physicians to convey prognosis. No prior work has documented the use of this type of language to communicate prognosis, and it is unknown if these expressions effectively communicate prognosis. However, emerging work on patients' processing of risk information raises the possibility that it may be necessary only to convey the gist of risk information because this may be what individuals use when making decisions. 38 A clear understanding of how patients use risk information will help identify effective communication strategies. However, it seems likely that there will be variability among patients in risk processing, and this will require that physicians be able to discuss prognosis in several different ways.
Another important finding from our study is that physicians rarely use ''checking behaviors'' when delivering prognostic information, such as checking whether the family wants to hear prognostic information and whether they understand what they have been told. Although most bioethicists consider discussions about prognosis to be an important part of shared decision making, 18 some ethnic groups view discussing a poor prognosis as potentially harmful and a violation of traditional values. 14, 39 Moreover, even individuals who generally prefer to receive prognostic information may at particular times feel emotionally disinclined to discuss it. 15, 16 We also observed that few physicians checked whether families understood the prognostic information they provided. Prior research suggests that checking for understanding after a discussion results in improved understanding and patient outcomes. 40 In light of the high prevalence of misunderstandings about prognosis by family members of critically ill patients, 7, 8 checking for understanding may be an especially important behavior during decision making about life support. However, physicians may be reluctant to push a family to state their understanding of a patient's prognosis, especially if the prognosis is extremely poor.
This study has several limitations. First, slightly less than 50% of eligible conferences were audiotaped, and the majority of physicians and family members were white; therefore, these findings may not generalize to ethnic groups underrepresented in the study sample. This response rate reflects the known difficulty of enrolling families of patients near death in research studies. 41, 42 Second, although subjects were not aware of the specific study aims, knowledge that the conference was being audiotaped may have affected the physicians' behaviors; if so, the sample may represent physicians' best behaviors rather than usual behaviors. Third, expert recommendations for communicating about prognosis are not based on research and experience in the critical care setting. It may be that the best approach to communicating prognosis to family of critically ill patients is different than what is recommended by experts. Fourth, the relatively small sample size precludes a more detailed quantitative analysis of factors associated with adherence to recommended prognosis disclosure strategies. Finally, although our data suggest substantial diversity in the language used to communicate about prognosis, we do not know whether this variability in language was associated with variability in the families' understanding of prognosis. We are currently addressing this question in an ongoing prospective cohort study of prognosis communication in ICUs.
Effective communication about prognosis is an important responsibility of physicians. This research reveals wide variation in how physicians communicate about prognosis and that most do not follow recommended practices. These findings provide potential targets for interventional trials designed to improve prognosis communication and decision making for the sickest ICU patients.
